Bhe last two groups included 51 patients tested widtin three weeks of acute myocardial infarction and 17 with important aortic regurgitation but no coronary disease. Of the normal subjects, 16 (94%) had ST/HR values -, -l uV/beat/min. Of those with stable angina pectoris, 42 of 46 (91%) patients with coronary artery disease had ST/HR slopes ranging from 12 to 20*0 uV/beat/min, with false negative findings (slopes 1I1 ,uV/beat/min) in only four (9%). In contrast, of those with recent myocardial infarction, 15 All exercise electrocardiograms were performed on a treadmill using standard or modified Bruce protocols.1" Except in patients with recent myocardial infarction, in whom exercise was limited to 65-75% of maximum predicted heart rate, maximum heart rates were sought as the exercise endpoint. Tests were stopped if limiting chest pain, a fall in systolic blood pressure, three or more sequential ventricular extrasystoles, or limiting fatigue, dyspnoea, or dizziness occurred. Mean peak heart rates achieved were 177 beats/min in the normal subjects, 125 beats/min in patients with stable angina, 122 beats/min in those with recent myocardial infarction, and 153 beats/min in those with aortic regurgitation. ST (1 mm= 100 AV), was averaged in 3-4 complexes from a point 70 ms after the J point. ST segment measurements in leads aVF, V5, and V6 were related to heart rate, and the ST/HR slope was calculated from the linear regression data relating these variables. For each lead, the slope derived from linear regression analysis of the final three data points at peak exercise was compared with those obtained by including progressively earlier data. The highest slope with a statistically significant coefficient of linear correlation from among the three leads was selected as the test result. An upper limit of normal 1.1 ,uV/ beat/min, as previously reported by Elamin et 9 (1-9) ,V/beat/min) was no different from that in the seven patients not taking digitalis (3*3 (1.2) ,uV/beat/min, NS).
Discussion
Previous studies in Leedsl-3 and in our laboratory4 have shown that the ST/HR slope can significantly improve the accuracy of exercise electrocardiography in identifying and quantifying coronary disease in patients with stable angina pectoris. As predicted by Fox5 and shown by Quyyumi et Our findings therefore show that variability in the extent of the disease can appreciably affect the accuracy and applicability of the ST/HR slope. In ischaemic heart disease, the method appears to be most predictive in patients with stable angina pectoris. In the immediate postinfarction period the accuracy of the test is limited, perhaps because of discordant ST segment responses associated with recent injury and wall motion abnormalities in these patients. Among patients with non-ischaemic heart disease, it is reasonable to predict that further false positive ST/HR slope responses will be found with abnormal loading conditions in addition to aortic regurgitation. The predictive value of the ST/HR slope in hypertension and in the cardiomyopathies remains to be evaluated. We conclude that the patient population must be carefully selected in further evaluations of the ST/HR slope. In addition, the correlation of the ST/HR slope with geometric and functional variables may provide further insight into the mechanism of repolarisation changes in ischaemic and nonischaemic heart disease.
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